Objectives: Defense mechanisms and coping have rarely been investigated from an integrative
Thus far, only very few empirical studies have investigated differences or potential linkages between defenses and coping, with respect to the afore-mentioned theoretical elaborations. Callahan and Chabrol's research (2004) , based on the assumptions detailed in Chabrol and Callahan (2004) , found in a questionnaire-study on a student sample (N = 190) moderate correspondence between mature defenses and adaptive coping, as well as between immature defenses and maladaptive coping (Callahan, & Chabrol, 2004) . Similarly, Grebot, Paty, and Girard Dephanix (2006) studied specific relations between defense and coping in a questionnaire-study on a sample of psychology students (N = 184) and found partial confirmation of the link between mature defenses and adaptive coping and partial confirmation of the link between neurotic, immature defenses and maladaptive coping. These results are based on a series of Spearman correlations, which are sensitive to the multiplication of measurement errors; Labouvie-Vief, Hakim-Larson, and Hobart (1987) controlled for this limitation by using canonical correlations. No observer-rater method has been applied in these studies, which is a disadvantage, due to the limited face-validity of questionnaires when non-conscious aspects of a individual's functioning are measured (Cramer, 1998a ; the same criticism applies to the study on adolescents by Erickson, Feldman, & Steiner, 1997 , as well as those on age-differences and maturation by Whitty, 2003 and by Labouvie-Vief, Hakim-Larson, & Hobart, 1987 and on bipolar affective disorder by Thomas et al., 2007) . Using the Defense Mechanism Rating Scales as observer-rater scale based on session-transcripts (DMRS; Perry, 1990a ; see Method section), Hersoug, Sexton, and Hoglend (2002) found positive correlations between adaptive coping (measured by the questionnaire WCCL; Vitaliano, Russo, Carr, Maiuro, & Becker, 1985) and overall defensive functioning (ODF). Finally, Küchenhoff and Manz (1993) have conducted a study inspired by the Steffens and Kächele's (1988) integrative model on defense and coping. The authors devised their own model based on several layers of consciousness associated with coping DEFENSE AND COPING IN BIPOLAR AFFECTIVE DISORDER 6 (situated on a fully conscious level of the individual's functioning) and defenses (situated on a fully unconscious level), as well as presumably pre-conscious derivates of defenses (situated in-between). The multi-layer model seemed confirmed on a sample of N = 118 patients presenting Morbus Crohn illness in the acute phase, but was not confirmed for the same patients in the rehabilitation phase. A recent psychotherapy process study has shown a moderate link between defense and coping (r = .18), by using canonical correlations (N = 32; Kramer, de Roten, Michel and Despland, in press ).
Several studies have already shown the importance of defenses and coping, separately, in Bipolar Affective Disorder (see for coping: Knowles et al., 2005 : Paykel, 2001 Thomas, et al., 2007;  for defenses : Baruch, 1997; Perry & Cooper, 1986; Sjöbäck, 1973) , but no studies have studied them together including the focus on stability and change over time.
This leads us to our research hypotheses: (1) Coping and defense present limited overlap; (2) If overlap there is, adaptive (mature) defenses relate to adaptive coping, and maladaptive defenses relate to maladaptive coping; (3) Patients presenting Bipolar Affective Disorder (BD) practice less adaptive coping and less adaptive defenses than matched controls; (4) Defenses are stable between inpatient treatment and after three months, whereas coping changes over time.
METHOD Sample
A total of 18 inpatients with Bipolar Affective Disorders (BD) were included in the study. A total of 12 (67%) were female, with a mean age of 47.1 years (SD = 11.2 ; ranging from 21 to 60). Their socio-demographic level was assessed by means of the total number of years of education in any field. On average, the patients had 12.2 years of education (SD = 0.7 ; range from 10 to 16). All had a DSM-IV-R diagnosis of Bipolar Disorder I (either F30.x[296.x], F31.x[296.4x or .5x] or F31.6[296.6x] ) and were included in the study DEFENSE AND COPING IN BIPOLAR AFFECTIVE DISORDER 7 irrespective of the nature of the most recent phase or of the level of chronicity. Some (43%) presented co-morbid disorders, such as drug abuse (23% ; cannabis, alcohol, cocaine), personality disorders cluster C (10%), compulsive-obsessive disorders (3%), acute suicidality (3%) and epilepsy (3%). Diagnoses were established by trained medical staff by means of SCID (Structured Clinical Interview for DSM-IV, only part on BD; First, Spitzer, Williams, & Gibbon, 2004) . The number of inpatient treatments in psychiatry, including current treatment, varied between 1 and 29 (Mean = 7.7 ; SD = 7.0).
A strictly matched control group was introduced; matching criteria were gender, age and years of education, as these have an influence on defensive functioning and coping (Labouvie-Vief, Hakim-Larson, & Hobart, 1987; Whitty, 2003) . A total of N = 18 persons from a community sample were recruited for the study. Out of these, 12 (67%) were female, with a mean age of 42.5 (SD = 13.1 ; range from 23 to 65). Their mean number of years of education was 12.6 (SD = 1.0 ; range from 11 to 18), corresponding to intermediate education level. No inpatient treatment in psychiatry is known for these participants and general symptomatology was in the normal range for all control participants. T-tests yielded no significant differences in the matching variables between the groups (see table 1). All participants gave written consent.
Instruments
Defense Mechanism Rating Scales (DMRS; Perry, 1990; French translation: Perry, Guelfi, Despland, & Hanin, 2004) . The DMRS is an observer-rater scale assessing 28 defense mechanisms, based on the hierarchical conception of defensive functioning by Vaillant (1993) . Seven levels ranged according to the criteria of adaptiveness are included, from the least adaptive to the highly adaptive: (1) Action (acting out, passive aggression, hypochondriasis), (2) Borderline (splitting of self/object images, projective identification), (3) Disavowal (denial, rationalisation, projection) and autistic fantasy (for further computation, this defense will be considered on level 3, even if conceptually distinct) (4) Narcissistic (omnipotence, devaluation self/other, idealization self/other), (5) Neurotic (repression, dissociation, reaction formation, displacement), (6) Obsessional (isolation of affect, intellectualization, undoing) and (7) Mature (affiliation, altruism, anticipation, selfassertion, humour, self-observation, sublimation, suppression). For example, the following excerpt was rated as omnipotence (narcissistic defense): "I told him 'President of the Jury, may I tell you something. We live in a huge villa with seven rooms. We own cable-television, several cars, we have everything." (3018.1.alinea 56-57). Quantitative scoring has been used, yielding relative frequency scores per defense level, as well as an Overall Defense Functioning (ODF) score which can be computed by weighting the absolute frequency of the defenses by their level. For the current study, reliability coefficients on 20% of the ratings were established among fully-trained raters and yielded satisfactory results in terms of intraclass correlation coefficients (2, 1; Shrout and Fleiss, 1979) varying between .70 and .99 (Mean = . 86; SD = .09). For these reliability analyses, the defense level was unit of analysis (7 categories).
Coping Action Patterns (CAP; Perry, Drapeau, Dunkley, & Blake, 2005; French translation by Kramer, & Drapeau, 2005) . CAP is an observer-rating system assessing coping processes based on interview transcripts (Drapeau, & Perry, 2005) . The rating scale encompasses 12 categories of coping (based on Skinner, Edge, Altman, & Sherwood, 2003) .
Three general domains have been identified (relatedness, competence, autonomy) encompassing each four categories ("families") of coping. Moreover, six of the coping categories are conceived as coping with stress appraised as challenge (problem-solving, information-seeking, self-reliance, support-seeking, accommodation, negotiation) and the other half as coping with stress appraised as threat (helplessness, escape, delegation, isolation, submission, opposition). Therefore, 12 coping categories are assessed by this instrument. For These coefficients have been established on coping category as the unit of analysis (12 categories). Intra-class correlation coefficients (2, 1) with the CAP authors' group of raters vary between .51 and .83 (M = .71; SD = .11; the .51 score is the only one below .60). SCL-90-R (Derogatis, 1994) . This questionnaire includes 90 items addressing various somatic and psychological signs of distress. These items are scored using a Likert-type scale from 0 (not at all) to 4 (very much). Although the instrument is composed of 10 subscales, our study used only the General Symptomatic Index (GSI, score ranging from 0 to 4), which is a mean rated over all symptoms. Clinical cut-off score is 0.80.
Symptom Check List
The French validation study has been carried out by Pariente and Guelfi (1990) and yielded satisfactory coefficients. Cronbach alpha for this sample was .98. Mean symptom level for patients is higher than for controls (see table 1; range of the patients' scores is 0.12 -3.17). Bech, Rafaelson, Kramp, & Bolwig, 1978) . The BRMS is a clinician-rated scale for manic symptoms, based on 11 items tapping activity level, mood, and other characteristics of mania. The items are rated on a scale from 0 (normal) to 4 (extreme). Clinical cut-off score for mania is 15 (hypomania 6). The range of our patients' scores is 0 -12. Inter-rater reliability has proven to be high (.80 -.95; Bech, Rafaelson, Kramp, &, Bolwig, 1978; Altman, 2004) . BPRS is effective in assessing outcome in clinical trials on BD (Bech, 2002) . The French translation has been realized by Chambon, Poncet and Kiss (1989) . Cronbach alpha for our patient sample was .77. Montgomery, & Asberg, 1979) . MADRS is a clinician-rated scale for depressive symptoms, including among others items on sadness, internal tensions, insomnia, appetite reduction, cognitive impairment and suicidal ideation. The 10 items are anchored on a scale from 0 (absence of symptoms) to 6 (invalidating presence of symptoms). Clinical cut-off score for depression is 15. The range of our patients' scores is 0 -38. Several validation studies have reported satisfactory coefficients for the original version (Montgomery, & Asberg, 1979) and concurrent validity (Kearns, 1982; Maier, & Philipp, 1985) . The French translation has been realized by Lemperière, Lepine, Rouillon, Hardy, Ades, Luauté and Ferrand (1984) and validation studies on this version yield satisfactory coefficients on specificity, homogeneity and internal consistency (Pellet, Decrat, Lang, Chazot, Tatu, Blanchon, & Berlier, 1987) . Cronbach alpha for our patient sample was .89.
Bech-Rafaelson Mania Scale (BRMS;

Montgomery-Asberg Depression Rating Scale (MADRS;
Procedure
All patients and controls were asked to participate in a dynamic interview (Perry, Fowler, & Semeniuk, 2005) lasting 50 minutes. Dynamic interview (DI) is a non-directive research interview that has been developed from clinical practice of psychodynamic psychotherapy; thus, the context of DI is comparable to the context of an intake DEFENSE AND COPING IN BIPOLAR AFFECTIVE DISORDER 11 psychotherapy interview. It has been widely used in psychotherapy research (Perry & Cooper, 1989 ; Hoglend & Perry, 1998) . As shown by Perry, Fowler and Semeniuk (2005) All inpatients participated in the dynamic interview, as soon as their symptomatic state allowed it. This means that the patients were included in the final third of the duration of inpatient treatment, shortly before discharge. Only two patients had to be excluded from the study due to non-feasibility of the research interview; all other patients responding to the inclusion criteria and willing to participate were included. The patients were given treatment as usual, encompassing non-specific supportive therapy and medication. All patients were appointed for a second interview at a three-month interval. At the second interview, the patients were all discharged from inpatient treatment. Along with the dynamic interview, the evaluation procedure encompassed clinician-ratings of depression and mania. The patients were given the questionnaires at the end of the interview and were asked to fill them in and send them back within two days. The study was endorsed by the expert ethical committee of the psychiatric hospital.
The control group was recruited by means of two local institutions : (1) School of Social Studies; (2) Association promoting Community Activities and Service. Matching criteria were transparently issued at the outset of the control group recruitment. Therefore, only nine participants had to be refused from participation due to failure to meet the matching criteria. The control participants, unlike the patients who were not paid, were given a DEFENSE AND COPING IN BIPOLAR AFFECTIVE DISORDER 12 contribution (the equivalent of USD 16). The study was endorsed by the expert ethical committee of the School of Social Studies.
All interviews were tape-recorded and transcribed by Master's-level psychology students, according to the method defined by Mergenthaler and Stigler (1997) .
Interviews were rated based on the transcripts. All DMRS ratings were done by the author; reliability of these ratings was established with fully-trained colleagues and supervisors on a randomly chosen 20% of all interviews (for the results see under Instruments). For CAP, in-depth training during four months and supervision was organized for all raters. Four Master's-level-psychology students were trained by the author and reliability was established on a dyadic basis among the student raters, between the student raters and the trainer and between the student raters and the authors of the CAP-method. A randomly chosen 20% of all interviews was rated by two raters independently, in order to establish inter-rater reliability checks (results see under Instruments).
Data Analytic Strategy
Pearson's and canonical correlations (Tabachnik, & Fidell, 1996) were carried out (on the patient's first interviews only) in order to test our first and second hypotheses.
Multivariate statistics were performed in order to test our third and fourth hypotheses, applying Bonferroni correction. In addition, we implemented Hierarchical Linear Modeling (HLM; Bryk, & Raudenbush, 1987) , to deal optimally with data dependency between the first and second session; sessions (level 1) are nested within participants (level 2). In assessing change, HLM avoids the limiting assumptions of exploratory repeated measures MANOVA by taking into account each individual's trajectory of scores over time. A mixed model (group as fixed factor) predicting alternatively ODF and OCF was carried out (for level 1: ODF or OCF = β0j + β1j + ε; for level 2: β0j = γ00 + γ01 + u0j ; β1j = γ10 + γ11 + u1j). For computation, we used the program MixReg (Hedeker, & Gibbons, 1996) .
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RESULTS
Comparison between Defense and Coping
Canonical correlations on the patient's first session showed a non-significant, however moderate, effect between DMRS-ODF and CAP-OCF (t = 2.00; r = .40; p = .06; Pearson's correlation: r = .45, ns) and a non-significant overall effect on 7 DMRS-levels and 12 CAP categories (t = 1.02; r = .20, ns; see table 2). These results are in line with the results on N = 32 psychotherapy patients using the same methodology where a canonical correlation of r = .18 was found (Kramer, de Roten, Michel, & Despland, in press).
Defense and Coping in BD
Multivariate statistics carried out on the first session yielded several results in terms of between-group differences for defense and coping (table 3) . Overall, ODF and OCF were both lower in patients, compared to controls. At inpatient treatment, BD patients practiced fewer mature, fewer obsessional, but more narcissistic, more disavowal, more borderline and more action defenses. With regard to coping, BD patients practiced less self-reliance, less accommodation and more delegation and opposition in inpatient treatment.
No effect for either of these variables was observed when we compared subgroups of patients according to their predominant symptomatology, mania or depression, at first session (median-split method applied). No effect was found with regard to the status of the patients (completers v non-completers).
Stability of Defense and Coping in BD
Multivariate statistics carried out on the second session (see table 4) yielded also several between-group differences. First of all, ODF remained significantly different, whereas there was no longer any difference in OCF. With regard to defenses at second session, mature and obsessional ones were less practiced by the patients, whereas neurotic and action were more practiced by the patients, compared to controls. For coping, support-seeking was more DEFENSE AND COPING IN BIPOLAR AFFECTIVE DISORDER 14 practiced by the patients, whereas self-reliance was less practiced by the patients, compared to controls. Table 5 reports the results on sessions nested within participants (HLM). It appears that there is, for both ODF and OCF, a highly significant group effect; patients present lower scores. Moreover, OCF showed a significant interaction effect (group x session) meaning that, in the second session, the patients presented similar OCF scores to the controls, unlike in the first session. This interaction effect was not found for ODF, meaning that the patients presented invariably lower scores in both sessions, compared to controls.
DISCUSSION
We need to acknowledge the limited power of our study. Nevertheless, the data analytic strategy was adapted to the small number of observations, e.g. by using canonical correlations and applying an HLM model for modelling the within-subject-variation. Therefore, our discussion is merely a tentative to make sense of the data presented and great care with regard to generalization need to be applied.
The results corroborate parts of our hypotheses. As far as the links between defenses and coping are concerned, we have found marginal significance for overall adaptational functioning, a limited number of correlations between specific processes and a moderate (nonsignificant) canonical correlation. If there were significant linkages, they all went in the direction postulated: immature defenses pertained to maladaptive coping, (e.g., action, borderline and narcissistic defenses with opposition coping); mature defenses with adaptive coping (e.g., with self-reliance and accommodation coping; see also Grebot et al., 2006) . By and large, these results tend to confirm convergent validity for general indices of adaptiveness (ODF and OCF) and tentative divergent validity for the specific adaptational processes.
Immature defenses were convincingly associated with Bipolar Affective Disorder, compared to matched controls (see also Kramer, de Roten, Perry, & Despland, in press ).
However, only two coping categories when stress is appraised as threat, opposition and DEFENSE AND COPING IN BIPOLAR AFFECTIVE DISORDER 15 delegation, were linked with the diagnosis (see also, Kramer, Drapeau, Khazaal, & Bodenmann, in press). We hypothesize that this result is an argument in favor of coping as a state-concept, implying situation-induced micro-fluctuations partially independent of the diagnosis.
Our hypothesis regarding stability and change in overall defensive and coping functioning is tentatively confirmed. The afore-mentioned picture regarding between-group differences is highly relevant for the crisis situation of inpatient treatment, but is less convincing for the second session. The importance of the symptomatic decompensation leading up to inpatient treatment as a moment of crisis for the patients, not only on a symptomatic level, but also on the level of adaptational processes, suggests a breakdown in habitual adaptational patterns (Chabrol, & Callahan, 2004; Küchenhoff, & Manz, 1993) . Steffens and Kächele (1988; see also Hartmann, 1958) would add that in such situations, the individual has a double agenda: (1) Contain negative affect related to internal conflicts based on the presence of neurotic fear; in other words, use defense mechanisms to create a conflictfree zone where the Ego can (2) Engage in concrete strategies to reduce the stress (elicited this time by realistic anxiety; "Realangst"), as a coping process. On the one hand, as also suggested by preliminary multivariate analyses, defensive functioning remains overall stable in BD patients, irrespective of the presence of a crisis. On the other hand, the level of coping functioning increases after the resolution of the crisis situation and once again comes within the range of the controls' functioning at the second interview. Hence, we may tentatively state that stability is associated with defenses and change with coping in BD patients undergoing inpatient treatment. Yet, we have to acknowledge that despite the statistical significance of the result, the change in OCF might not be clinically relevant. A more detailed comparison between subscales in terms of their change over time, i.e. on the variable of opposition, would be necessary, but the limited statistical power of the study did not allow such a comparison.
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Finally, in what respect are these results useful for a clinician working on the ward to enhance inpatient crisis intervention for BD patients? It is noteworthy that opposition and delegation coping increase in the crisis situation. Dysphoric mood and aggression -such as related to opposition and delegation coping -are vulnerability factors associated with increased suicide risk in BD (Newman, 2004 ; see also for suicide prevention in BD: Ellis, & Newman, 1996; Rizvi, & Zaretsky, 2007) . Thus, in-depth assessment of suicidality level is indicated in these oppositional inpatients. Moreover, for psychotherapy, it is important for the clinician to know about the stability of overall defensive functioning, irrespective of the crisis.
It is also of relevance for the clinician to be aware that coping functioning changes more rapidly than defensive functioning. Short-term treatment strategies should therefore focus on the former, with skills-training being proposed (Linehan, 1993) , whereas defensive functioning would need long-term rehabilitative treatment strategies, with interpretative or clarification-oriented work being used (Yeomans, Clarkin, & Kernberg, 2002; Sachse, 2003) .
There are several limitations to this study. Limited power as the major shortcoming has already been mentioned. Co-morbidity limits internal validity of the trial. Furthermore, participants in the control group were not randomly chosen due to matching criteria and the voluntary status of participation and thus, their adaptational profiles are not representative of the population; generalizations need to be avoided. Adaptational processes depend on the type and level of stress (Vaillant, 1977 ) which we did not control for, as we used an observer-rater methodology that takes into account all types of stress and conflicts, without further distinction. In that, our interview-based methodology might not pick up the real-world phenomena, but only the way the individuals present themselves to a clinician. And finally, the operationalization of defense and coping concepts, as done in our study, implies the risk of reification; by using the specific definitions implying a high degree of differentiation, we DEFENSE AND COPING IN BIPOLAR AFFECTIVE DISORDER 17 were able to distinguish as much as possible these concepts; other definitions and operationalizations may yield a different pattern of results. .00
.05
